Analysis of data in this article focuses on the self-reported situations of 21 female respondents who were part of a large-scale study of offenders' health needs. The findings show an extensive range of physical and psychological problems, often intertwined with substance misuse and other issues, including offending behaviour.
Introduction
The operationalisation of the 'Transforming Rehabilitation' (TR) programme in England and Wales in 2015 (Ministry of Justice 2013 , Strickland 2016 has created a National Probation Service, which has retained responsibility for the supervision of high risk offenders, while the management of low to medium risk offenders has been outsourced to eight providers across the 21 newly formed Community Rehabilitation Companies (CRCs). With the enactment of the Offender Rehabilitation Act 2014 the CRCs also have responsibility for the supervision of short-term prisoners after release, i.e. those sentenced to less than 12 months in prison (Clinks 2016). These criminal justice system focused reforms do not address the need for cross sectoral working; this paper explores how we might think about the joined-up whole person approaches, which are particularly important for women offenders.
In anticipation of the TR reforms concerns were expressed, particularly in relation to political and ideological imperatives, which rested on the privatisation of services to a range of CRC providers and the inclusion of a payment by results element (Annison, Burke and Senior 2014) . This posed concomitant misgivings about the potential fragmentation of provision and the possible lack of cohesion across the criminal justice and associated fields, especially concerning women offenders. For example, attention 5 was drawn to the existing range of inter-linked contracts with respect to women service-users across health and crime commissioning streams, as well as community and post-custodial supervision, with these parallel processes impacting on the same individuals (Gomm 2013: 156) .
This apprehension about the impact on women offenders was noted in the proceedings of the Justice Select Committee:
The Government's proposals for Transforming Rehabilitation have clearly been designed to deal with male offenders. Funding arrangements for provision for women appear to be being shoehorned into the payment by results programme, resulting in the likelihood of a loss of funding for broader provision encompassing both women offenders and those with particular vulnerabilities that put them at risk of offending. There is therefore a legislative requirement for the needs of female offenders to be taken into account as the new organisational arrangements are operationalised.
However, in turn this raises inherent issues about the particular needs of female offenders and how they could, and should, be responded to.
This article contributes to this area, first by presenting a contextual review of relevant policy and practice developments relating to women offenders in England and Wales, particularly those serving sentences in the community. It then moves on to outline and analyse the quantitative and qualitative findings relating to women offenders from a research study conducted by the authors of this article (Byng et al. 2012 ). This focused on the health needs of offenders, particularly in relation to the range of issues and problems reported by these respondents. Furthermore, it explored the way that the health and criminal justice systems could best work together to improve health outcomes and to support offenders' endeavours to move towards desistance from crime. This is of particular importance as:
In comparison to the male population, women in the CJS experience higher rates of self-harm and eating disorders; are twice as likely to suffer from depression and anxiety; are more likely to have symptoms associated with post-traumatic stress disorder; and are more likely to have a mental illness.
(Clinks 2015: 1) Our study found that women offenders are likely to have a poor health status, which has an impact both on their daily lives and on their ability to self-care. The extent of these problems is revealed, showing a complex and overlapping set of health, social and structural problems which we suggest should be understood from a whole-woman perspective: this should take into account the ways in which women who are caught up in the criminal justice system can be supported to improve their lives. The criminological critique developed here, drawing on findings from a health-related research study, thus provides valuable insights from these inter-disciplinary viewpoints.
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This article explores the findings in relation to the 21 female participants in the study within a theoretical framework that draws on the concept of continuity of care (Freeman et al. 2002; Jones et al. 2009 ). This approach facilitates analysis of the complexity of needs experienced by many women offenders. Moreover, interrogating the richness of this data from the perspective of the women themselves addresses concerns that have been raised and that are relevant to the TR agenda:
Neglecting service users' insights may lead to under-estimating resource needs, unrealistic target setting, and the eventual abandonment of promising ideas in favour of the next 'new' magic bullet. (Hedderman, Gunby and Shelton, 2011: 3) Finally, the data, which was collected prior to the recent changes, is reviewed within the context of the unfolding TR scenario and health developments in the justice system in England and Wales. The radical nature of these changes are posing significant challenges; the findings and analysis within this article interrogate these important issues and make recommendations in respect of the adoption of holistic and integrated interventions for women offenders.
The Wider Context: Corston and Beyond
Within the criminal justice field in England and Wales the publication of the Corston Report drew attention to the "group of women offenders who have multiple needs" (Corston 2007 : Terms of Reference, Appendix B). Although most of the 43 recommendations of the Corston Report were accepted in full or in principle by the Labour Government then in power:
The revolutionary extent of change advocated by Corston was ultimately constrained by the continuing entrenchment of prison as a sentencing sanction for women -a pivot around which policy and practice continued to revolve. (Annison, Brayford and Deering 2015a: 255-256) Corston identified personal circumstances, including mental illness, low self-esteem, eating disorders and substance misuse, as one of the three main categories of vulnerability for women 1 . She reported that drug addiction played a large part in all offending and was disproportionately the case with women. Mental health problems were far more prevalent among women in prison than in the male prison population or in the general population. Moreover, mental health services in the community were failing to adequately address the mental health needs of such women. Women coming into prison had worse physical, psychological and social health than the group in the general population with the poorest health. In responding to these issues she recommended an integrated approach to addressing women offenders' health and wellbeing (Corston 2007 ).
Over recent years there have been theoretical critiques and research studies with regard to policy and practice developments in England and Wales for women offenders (Seal and Phoenix 2013) , alongside reviews and evaluation of gender-specific provision (Gelsthorpe, Sharpe and Roberts 2007; Hedderman, Palmer and Hollin 2008) . In addition, the needs and problems of women offenders in terms of interventions in the community and within custodial institutions have been explored, in respect of the UK and from international perspectives (for example, Sheehan, McIvor and Trotter 2007; 2011) . Turning to research in the health field, continuity of care is reported as being valued by both patients and practitioners in health services research (Donahue, Ashkin and Pathman 2005; Kearley, Freeman and Heath 2001; Nutting et al. 2003; Schers et al. 2002; Tarrant et al. 2003) . Primary care research has identified numerous potential factors as being important for positive experiences of continuity, some of which take into account the particular needs of more vulnerable patient groups (Lester, Tritter and Sorohan 2005; Freeman et al. 2002) .
The COCOA (Care for Offenders, Continuity of Access) study adopted an adapted version of Freeman et al's revised definition of continuity of care , which acknowledged that access to a co-ordinated progression of care depends on the social context being taken into account, and incorporates four subcomponents: longitudinal continuity; relational (personal and therapeutic) continuity; flexible continuity; and effective communication (referred to as continuity of communication).
In order to explore and critique these issues this article now draws on the quantitative and qualitative findings from the women respondents within the study (Byng et al. 2012) . In particular, the data and analysis from this empirical study provides insights into elements of, and barriers and facilitators for, continuity of care for offenders. This links the women's reports of their health problems, with wider issues relating to their experiences of the criminal justice system, their hopes to move towards desistance from crime, and to a position of general well-being and stability in their lives.
The COCOA Study
The COCOA study (Byng et al. 2012) aimed to examine how, and in what situations, the health and criminal justice systems could best work together and how this could enhance the health, and reduce recidivism, of offenders. In order to investigate these aspects the objectives of the research were to determine:
 The current status of continuity of care for offenders;  The essential elements of, and facilitators for, continuity of care for offenders; and,  Potentially effective models of healthcare service delivery for offenders.
The study adopted a multi-method approach using a 'subtle realist' perspective (Hammersley 2002) and was influenced by realistic evaluation methodology (Pawson and Tilley 1997) . During the interviews respondents were taken through a semistructured questionnaire which elicited responses in relation to aspects from five Section E Questions in this part enquired about avoiding reoffending and healthcare's potential contribution to that.
data at organisational and offender levels, with the qualitative data being subjected to analyses via an a priori coding frame drawing on the phases of the criminal justice system and known components of continuity, and then by an inductive thematic analysis of the respondents' experiences and perceptions of their experiences (see Byng et al. 2012: 62) .
Focus on Women Offenders
Although the overall report (Byng et al. 2012 ) contained information about the women respondents it was acknowledged that the study population was dominated by the males in the sample (179 out of a total of 200); there were only 21 female offender participants. While the women respondents could therefore be considered as 'correctional afterthoughts' (Ross and Fabiano 1987) in the main study, they have become the key focus in this article. The next sections thus provide an outline of the study strategy, descriptive quantitative data, and then extend the range and depth of analysis by reviewing the qualitative responses that the women respondents gave in initial and (for some 2 ) follow-up interviews.
The research process
The study drew respondents from two main case study sites: one urban area in the South West of England and one in the South East of England. The inclusion of women in prison was not possible due to practical and governance problems. Consequently, the women respondents were recruited in the community via staff in two Probation
Trust areas, with all interviews taking place on probation premises.
This process resulted in the recruitment of a total of 21 female respondents, 12 at the SW site (Respondents 1-12) and 9 from the SE case study area (Respondents 13-21).
The set-up and timing of the interviews allowed for respondents to elaborate on their qualitative responses if they so wished. The interviews were conducted via a face-toface meeting with a researcher, with most lasting approximately 45 minutes, and, when possible, were digitally audio recorded and transcribed verbatim.
Personal and social situations of the women respondents
This section provides an overview of the 21 female respondents' situations, with a summary of the community sentence or licence being served and then outlines demographic and socio-economic factors, supplemented with some quotes from respondents to illuminate the descriptive information. This data shows that the women offenders were at different levels across the sentencing tariff and thus a diversity of experiences was captured within a relatively small sample of respondents. All respondents identified as White British; this reflected the ethnic make-up of the SW research site but not the more ethnically diverse probation caseload of the SE research site. However, ethnicity was not used as a factor in purposive sampling in this study.
There was a relatively wide range of ages, with the youngest being 18 and the oldest 45 with a mean age of 31.4 years. 14 out of the 21 female participants said that they had children aged 18 or under. It was difficult to deconstruct some situations in a precise way but two respondents revealed that their children were in foster care;
another said that her friend had a residency order for her son; another said that her children had been adopted.
The qualitative comments from the women regarding their personal relationships often indicated turbulent situations, as illustrated by Respondent 1 who said:
"It was three years ago I left him. But obviously previous to that I was trying to get the kids back when I was with him, but social services said in the end, cause of the way he was I had to leave him… If I stayed with him I wouldn't have seen my children again… cause of domestic violence, yeah".
To deepen understanding about their personal situations details were gathered about the type of accommodation the women respondents were living in. These responses conveyed an impression of relative stability of housing for most. However, there was a more mixed picture from a few of the respondents. For instance, Respondent 18, who was living in a council flat, said "I've had issues and people know where I live and it's just… I don't feel safe".
Additional socio-demographic descriptors were collected regarding levels of educational achievement and current employment situations. These findings indicated that many of the women respondents were dis-engaged from work or training Table 2 below presents a summary of the health problems reported by each of the respondents. It is striking that many of the women were experiencing co-morbidities involving physical and mental health conditions, alongside substance misuse issues; the most commonly reported condition was asthma which was experienced by 14 of the respondents. These details have considerable impact given the extensive range and multiplicity of health problems that this overview reveals, particularly given the relatively young age range of the respondents. The daily burden of the variety of health issues for each woman is indeed shocking. It is also important to recognise the generalisability of these findings: for instance, Covington (2007) noted similar medical histories amongst female offenders in the USA, expressing her concern that "women and girls at risk for criminal justice involvement are an underserved population that often is disconnected from health care, other treatment services, and information about prevention" (Covington 2007: 180) . She went on to recommend that:
Overview of health problems
Addressing the health and mental health needs of women and girls involves the development of comprehensive, coordinated services. A continuity-of-care model integrates services that address their histories of poverty and trauma, recognize their mental and physical health issues, and incorporate the emotional and psychological components that women and girls need to heal and recover. (Covington 2007: 182) 
Reviewing Total Continuity of Care for Women Offenders
This article now goes on to explore the qualitative responses of the women participants in our research study in order to review issues connected with addressing the constellation of such problems and further explores the application of an existing model of continuity of care. 'Continuity of care' has been outlined as "a complex, multi-element relational concept" (Freeman et al 2002: 8) The responses by the participants in our study provide insights into the perceptions of women offenders and, importantly, their viewpoints of their interactions with and between criminal justice agencies and healthcare providers in such situations.
Longitudinal continuity of access
Continuity of access over time between the female offenders and probation staff 4 derives from their position as 'involuntary clients' (Trotter 2015) . However, while this puts a statutory framework in place for such involvement, the chaotic lifestyles of some women offenders make maintaining contact over a period of time challenging to achieve. The nature of such supervisory contact also foregrounds punitive sanctions for non-compliance, which puts in place a continual tension between care and control in terms of probation interventions with women offenders.
Moreover, for many of the women their probation contact was only one part of a wider range of interventions connected with the range of issues and problems they were experiencing. Such a situation became apparent when Respondent 7 spoke about the counselling she was receiving via a referral made by her GP:
Respondent 7: It was supposed to be every week, but sometimes I couldn't make it so it ended up being over about three months, twothree months.
When asked about her contact with the counsellor Respondent 7 replied "at the time she helped me, she's brilliant". However, the ensuing conversation then revealed a more complex picture, particularly concerning the interactions between the health and criminal justice services:
Researcher: So after that, so that's sort of just before the summer, did you see the doctor at all or anybody else about the depression? Did it all seem to be going quite well?
Respondent 7: Uh-huh.
Researcher: What about when you came into court or when you came onto probation? You said to me that they were going to get you into a counsellor again, they sort of advised you to go for a counsellor again, the probation. In this respect, women offenders such as Respondent 7, with such an extensive and troubling range of problems, find themselves at a jarring nexus of criminal justice and health interventions, each underpinned by differing priorities, objectives and targets.
In order for effective holistic approaches to be applied, which would support longitudinal continuity for individuals, co-ordinated work is needed, cutting across organisational and agency boundaries, much as envisaged by Corston (2007) . In 
Individual relationships
In their study which looked at continuity of care within health settings, Freeman and
Hughes (2010) In summary, the women respondents' contacts with healthcare professionals were undoubtedly complicated by the complexities of their situations, where their medical issues were often inter-connected with their psychological and social difficulties, but
were not addressed in a holistic way. Indeed, the presenting problems sometimes seemed to be concealing more deep-seated and unresolved concerns but were covered over by more ambivalent, diffident or defensive modes of presentation (Donelle and Hall 2016) . The findings regarding the women respondents from the COCOA report (2012) supported these observations.
Flexibility
Within health care settings the importance of practitioners being able to work in flexible ways to meet the needs of individuals, even when working within rigid systems, has been emphasised. However, for some of the women participants in this study the disruptions they had experienced from being in custody, and / or the on-going problems of coping with day-to-day living, particularly when impacted by aspects relating to their health problems, sometimes seemed insurmountable. For instance, Respondent 3 stated:
"I was away quite a long time, so I've sort of… it's difficult getting back into normality. You know, and it's like little things that make sense to everyone else, like some things don't make sense to me".
Moreover, the sense of emotional dislocation for some of the women should not be under-estimated. For example, Respondent 15 was living with her husband but he had significant mental health issues, leading her to comment that: "I'm not part of the community. I'm not even part of my family really at the moment because of him. So… my Mum yeah, but generally no".
When asked how she coped with her asthma attacks she commented:
"I don't bother. I'm scared of hospital so… and that's the only other option they have for me when I can't… when I struggle to breathe, so I just don't go near them. I just, we move back to my Mum's… It's one of them things".
A vicious cycle seemed to be emerging for many of the women offenders: their health problems had a detrimental impact on attempts they were trying to make to stabilise their lives, but from their disadvantaged positions they were struggling (and often failing) to engage in a meaningful way, mainly because of the lack of flexibility within services to work around their range of needs. In this respect Allen's call to "shrink the system of punishment and to develop measures instead which systematically seek to build the capacity of communities to prevent, absorb and cope with crime and insecurity" (Allen 2013: 14) , seems particularly apposite. Indeed the complex care needs of the women were in direct tension with the often inflexible and controlling strictures of the criminal justice and health agencies they came into contact with.
Communication
This section considers issues of communication and, in particular the pro-active inclusion of the offenders themselves in this process. The COCOA study acknowledged the information-transfer problems that can occur between healthcare and criminal justice agencies and which can lead to duplication of assessment. This can be costly, time-consuming and may lead to delays in timely interventions and treatment (Byng et al. 2012: 194) .
The majority of the women, when asked questions about health and criminal justice agencies sharing information about them, supported the principle of informationsharing, with some, such as Respondent 9 asserting that "they already know about them type of things anyway". However, Respondent 14 was much more wary about communication across agencies, saying "I don't wanna be labelled by anyone". These responses regarding issues of communication to achieve continuity of care show the delicate balance in trying to address and provide services in relation to the interconnected problems experienced by female offenders (see Rodermond et al 2016) .
Policy and Practice -Recent Development Impacting on Women Offenders
Within to facilitate collaboration and engagement in shared management and care (Byng et al. 2012: 190) . Indeed, in the current climate of financial restraint and contraction it is difficult to see how a holistic approach across all of the personal, health and social problems experienced by many women offenders can be addressed, particularly given the separate commissioning processes and funding streams of different services (see, for instance, Bartlett et al 2014) .
Concluding Thoughts
The issues discussed above concerning continuity of care emphasise the significance of constructive engagement involving multi-agency collaboration when working with women offenders. The different facets of continuity of access, relationships with individuals, flexibility and issues related to communication, were acknowledged to be complex, but of key importance in terms of "personalising transitions and situating them in the context of the daily life of service users" (Jones et al 2009: 638) . Of particular note across these facets, was the ability of services to work in a holistic way, taking into account the range of the women's needs and the need of health and criminal justice services to integrate their interventions. As was stated at the end of the COCOA report:
Perhaps the most important message is that health cannot be seen as an add-on to the criminal justice process. For individuals in distress, or in denial, their social problems, their mental health problems and their CJS involvement are not only intertwined but can be seen as one and the same problem. (Byng et al. 2012: 198) As outlined above, individual examples of good practice in work with women offenders have emerged over the past decade following the principles from the Corston Report (2007), but they have failed to become embedded within the criminal justice system (Annison, Brayford and Deering 2015b) . This is of particular concern: the theoretical health-based framework regarding 'continuity of care' and the detail and analysis of the empirical data outlined in this article strongly supports Corston's call for holistic, individualised and integrated responses, but takes this further to advocate the need to cut across organisational boundaries and to provide joined-up approaches between staff in criminal justice and health agencies for women offenders. This will demand political will at national level to address such issues.
Furthermore, the findings and analytical critique outlined here support the case that "the challenges women face must be met with expanded opportunity and a more thoughtful criminal justice policy" (Richie 2001: 386) , in order to help women offenders address their inter-connected problems, including health, and to support their attempts to desist from crime . The findings from the COCOA study showed that, although often not achieved in the experiences of the women respondents, such interventions are most likely to function effectively when they are working with the whole range of a woman's needs and strengths, not separately on offending or health problems; when an individual's mind and body in its social context are being considered as one; and within a context where overarching policies enable criminal justice and health services are able to work collaboratively with women offenders.
prison sentence, than male offenders. 53% of female offenders were on an out-ofwork benefit one month after conviction/caution or release from prison in the 2010/11 tax year, compared to 42% of male offenders.
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